Tobacco use is a major threat to public health in the United States, and the number one cause of preventable death. Although most smokers try to quit unaided, robust data indicate that pairing behavioral support to US Food Drug Administration-approved cessation medications significantly increase cessation rates. Those who do receive assistance in quitting usually receive very low intensity treatment, regardless of the severity of their dependence or their medical and environmental circumstances. This is in stark contrast to how other substance use disorders are treated, where there are varying levels of care depending on addiction severity and biopsychosocial circumstances. The American Society of Addiction Medicine (ASAM) developed a formal algorithm for assessing substance use disorders and determining the optimal level of care. The ASAM Patient Placement Criteria are regularly used to determine the appropriate level of care for all substance use disorders except tobacco. This paper will review key aspects of the ASAM dimensions of care and placement levels, with emphasis on how they apply to tobacco use and present case examples of typical smokers who would benefit from a higher intensity of tobacco dependence treatment. We also present current barriers to reimbursing healthcare providers for these services. We conclude with a commentary and discussion regarding recommendations for improvements in tobacco dependence treatment care.
T obacco use is still the number one cause of preventable deaths and results in more than 480,000 deaths annually. There are effective treatments for tobacco use disorder, which include medications and behavioral counseling, and clinical practice guidelines have been implemented to broadly integrate tobacco treatment into the healthcare system (Fiore et al., 2008) . Although there is a dose-response relationship between the amount of time spent counseling a patient about tobacco use, with more counseling time resulting in better outcomes, most treatment for tobacco use disorder consists of brief advice and possibly medication, and treatments have a high rate of relapse, measured as return to smoking at 1 year (Fiore et al., 2008; Hays et al., 2011) .
In contrast to the treatment for tobacco use disorder, a range of options exist for other substance use disorders (SUDs). For other SUDs, the appropriate level of treatment is based upon the specific and often complex needs of the patient. For example, a problem drinker with good social support may respond to a brief counseling intervention that can be managed in a primary care setting. Those with more severe alcohol or drug use disorders, who have physical tolerance, heavier use, and more severe psychosocial consequences, often require referral to a specialized treatment facility. At least 2.5 million people with an alcohol or drug problem received treatment in a specialty facility in 2013, which represents about 11% of those in need (SAMHSA, 2014) .
The American Society of Addiction Medicine (ASAM) developed a formal algorithm for assessing SUDs and determining the optimal level of care. The ASAM Patient Placement Criteria (Mee- Lee et al., 2013) cover the substance use and psychosocial factors that determine the severity of the person's addiction. The higher the ASAM score, the greater is the need for intensive treatment. The reliability and validity of the ASAM Criteria have been established and these are widely used (Baker and Gastfriend, 2003; Staines et al., 2003; Gartner and Mee-Lee, 1995) . Matching services to patientspecific treatment problems is shown to enhance clinical outcomes (McLellan et al., 1997) . The guiding principles of the ASAM criteria are that treatment decisions should be based on multidimensional assessment and not based on diagnosis alone. This study will review key aspects of the ASAM dimensions of care and placement levels, with emphasis on how they apply to tobacco use disorder. We also include information on the availability or lack of reimbursement options for different levels of care because payment is a key feature linked to service availability. We then present 3 case examples of typical tobacco using patients seen in the healthcare system. We will apply the ASAM criteria using multidimensional assessment to illustrate current gaps in treatment options for most patients. A commentary and discussion will follow with recommendations for improvements in care.
SECTION ONE The ASAM Dimensions of Care
The ASAM Patient Placement Criteria evaluate each patient's severity along 6 biopsychosocial dimensions: (1) acute intoxication and/or withdrawal; (2) biomedical conditions; (3) emotional, behavioral, or cognitive conditions; (4) readiness to change; (5) potential for relapse; and (6) recovery environment. Each dimension is rated from 0 to 4, with 4 signifying the most severe, and 0 signifying little or no problem potential. Scores are added, and greater risk factors in each of these dimensions can warrant more intensive treatment placement.
Dimension 1: Acute Intoxication and Withdrawal Potential
Although nicotine does not usually have intoxicating effects, there are significant withdrawal symptoms that occur with abrupt cessation. Withdrawal from nicotine can cause a variety of symptoms including: frustration, irritability, anxiety, depressed mood, impaired concentration, insomnia, restlessness, and increased appetite. Nicotine withdrawal symptoms can interfere with functioning and result in a relapse back to smoking. Nicotine withdrawal can vary widely in terms of symptom heterogeneity and be impacted by both genetics and environmental cues (Piper, 2015) . Affective or mood symptoms are a prominent part of this withdrawal syndrome, which may play a more important role than physical withdrawal in the maintenance of addiction (Koob and Le Moal, 2005) . Similar to other SUDs, it is important to establish a proper treatment to diminish withdrawal, which can undermine attempts at abstinence.
Dimension 2: Biomedical Conditions and Complications
Biomedical conditions and complications may negatively impact SUD treatment outcomes and make it more difficult for a patient to participate in treatment. Neglect for medical conditions, ongoing pain, or pregnancy has higher risk ratings in this domain.
Tobacco affects nearly every organ system in the body, and is a direct cause of diseases such as chronic obstructive pulmonary disease, cardiovascular disease, and many cancers. Many people continue to smoke despite a tobacco-related medical diagnosis, despite the fact that quitting smoking is the most effective way for smokers to reduce the risk of premature death and disability from these conditions. One in 3 tobacco users who call state quitlines have a chronic disease; yet this group is less likely to quit smoking with this method (Bush et al., 2012) . No randomized controlled trials have been conducted to determine the most effective smoking cessation method for individuals with lung cancer (Zeng et al., 2015) . Furthermore, having a severe biomedical condition or complication, regardless of whether it was caused by tobacco, can decrease the success of quit attempts and make patients less likely to quit.
Smoking during pregnancy is a critical biomedical condition that warrants special attention and care. An estimated 10% of US women smokers continue to smoke during pregnancy, and the risks of negative outcomes for mother and baby are quite high and include low birth weight, preterm birth, placental abnormalities, and birth defects (Centers for Disease Control and Prevention, 2015) . Quitting during early pregnancy is associated with higher education, higher socioeconomic status, and better prenatal care, suggesting that high-risk groups should be targeted with more aggressive interventions (Moore et al., 2016) .
Dimension 3: Emotional, Behavioral, or Cognitive Conditions and Complications
Smokers with emotional, behavioral, or cognitive conditions and complications are less likely to become former smokers over their lifetimes. There is also a preponderance of evidence that shows that most tobacco use in the United States today occurs among those with low socioeconomic status and/ or a behavioral health condition (that includes any mental illness or other addiction). Those with current mental illness make up at least 1/3 of the remaining smokers in the United States, and purchase and consume at least 1/3 of all of the tobacco products sold (Lasser et al., 2000; Lawrence et al., 2009; Centers for Disease Control and Prevention, 2013) .
Individuals with mental illness have an increased vulnerability to tobacco use, developing dependence, and experiencing difficulty quitting tobacco (Lasser et al., 2000; Breslau et al., 2004; Hagman et al., 2008) , which warrants a specialized treatment approach. For example, mental illnesses, including depression, are associated with higher levels of dependence or withdrawal, and early relapse back to smoking after a quit attempt, which may result in fewer former smokers in these groups (de Leon et al., 2002; Hagman et al., 2008; Pratt and Brody, 2010) , and smoking rates have not gone down in individuals with mental illness (Cook et al., 2014; Steinberg et al., 2015) . Tobacco users with mental illness or other addictions could benefit from more intensive tobacco treatment that is integrated into the behavioral health treatment setting, although in practice this is infrequently an option (Williams et al., 2014) .
Dimension 4: Readiness to Change
Engagement and willingness to accept SUD treatment are important determinants of outcome. Low-risk rating signifies the patient is engaged in treatment, and committed to change. Patients at the highest risk rating need counseling that includes motivational interviewing (MI) techniques.
Motivational interviewing is a collaborative, goal-oriented, person-centered counseling style, designed to elicit and strengthen motivation for change (Miller and Rollnick, 2012) . MI focuses on helping patients to resolve their ambivalence about change and has a large literature supporting its use across a wide variety of problem behaviors including engaging patients into smoking cessation treatment (LindsonHawley et al., 2015) . Although most smokers state that they have a strong desire to quit smoking, many still encounter difficulty engaging into the treatment process. Low motivation to participate in treatment or to stop smoking should also not preclude access to treatment if other criteria are met. For example, even mandated or compulsory treatment can be effective for other SUDs (National Institute on Drug and Abuse, 2014) and tobacco-free policies enhance smoking cessation.
Dimension 5: Relapse, Continued Use, or Continued Problem Potential This dimension addresses not only potential for relapse but also continued use and chronicity of use. The lowest risk signifies low relapse potential with good coping skills, whereas the patient with the highest risk rating has a high relapse risk, and may be unable to achieve even initial abstinence.
The return to smoking after a quit attempt is quite high, with as many as 75% of smokers returning to smoking within 6 months, even with use of evidence-based treatment. Higher relapse to smoking is associated with higher levels of nicotine dependence, exposure to smoking cues, experiencing craving or withdrawal symptoms, and not using smoking cessation counseling or pharmacotherapy (Zhou et al., 2009; Vangeli et al., 2011) . Despite the high rate of relapse back to tobacco use after a quit attempt, there are almost no stepped-care models for how to intervene with a higher level of care. Smokers often receive the message to ''try (the same approaches) again.''
Dimension 6: Recovery and Living Environment
The best possible living environment (and lowest-risk rating) is supportive, safe, drug-free, and meets all of the patient's basic needs. Living with smokers can make it harder to quit tobacco as the patient is surrounded by smoking cues and more temptations to smoke, and/or the patient may lack social support. Easy cigarette availability, including friends who are willing to provide cigarettes, is a strong predictor of craving and relapse. Economically disadvantaged individuals are less likely to live in a smoke-free home and are more likely to have friends who smoke (Hiscock et al., 2012) . Providing patients with a safe and substance-free recovery environment increases their chances for success. There are many alternatives to a hospital setting such as halfway houses, residential treatment programs, and sober living options, which could provide a supportive environment to enhance success. Ironically, many such environments for other SUD care are not tobacco-free.
SECTION TWO ASAM Treatment Placement
The ASAM's levels of care are broken down into intensity levels of 0 to 4 as well and within the broad levels of care are subdivisions to reflect the many types of service options that can be provided for different patient needs. Each level is described below with description of services available for tobacco. In addition, since reimbursement is related to service delivery, additional information is provided regarding third-party payment at each service level.
Level 0.0: Self-help/No Treatment
This treatment level designation is used to describe a lack of professional substance use treatment, or self-help. A self-help attempt can be aided with pamphlets or online support.
Level 0.0: Self-help/No Treatment-Tobacco Self-help is the method used most often by tobacco users, although it is also the least effective method (Ranney et al., 2006; Centers for Disease Control and Prevention, 2011) . From quitting ''cold turkey'' to getting support or information from materials, there are a variety of self-help options. Advantages are that these interventions are often free and easily accessible. Online options attract a younger audience and have a low cost-per-quit rate. Some, but not all, link people to evidence-based treatment for tobacco cessation such as traditional counseling and smoking cessation medications.
Quitting smoking via self-help is ineffective for the majority of smokers. After an unaided quit attempt, 50% of smokers return to smoking within just 1 week; overall there is a success rate of 10% or less (Fiore et al., 2008) . Because this treatment intensity is so ineffective for the majority of smokers, it is typically not the recommended treatment for individuals with any psychosocial risk factor, those with high dependence, or for smokers who have already tried to quit smoking and failed (Ranney et al., 2006) . In summary, selfhelp is more effective than no care, but the effect is small (Hartmann-Boyce et al., 2014) .
Over-the-counter (OTC) nicotine replacement products are also treatments that patients can seek for quit attempts. These products are safe and can increase the patient's chances of success, although most use nicotine replacement products incorrectly or for too short a time period (Stead et al., 2012) .
Self-help services are typically free and do not require third-party reimbursement. Nicotine medications are the exceptions and were given OTC status as a way to increase access to tobacco users; however, this has inadvertently created barriers to access among low-income smokers. The out-of-pocket cost ($25 or more) for OTC nicotine may be prohibitive to some and has allowed insurers that traditionally do not pay for OTC medications (including Medicaid and Medicare) to opt out or provide insufficient coverage (CookShimanek et al., 2013; McCallum et al., 2014) .
Level 0.5: Early Intervention
Level 0.5 care is typically administered in the primary care setting and includes screening for problematic substance use. The purpose is to recognize a problem early to give brief treatment and counseling. However, if the substance use becomes more severe, or complex problems emerge, the patient would be better served at a higher level of treatment, and referral is recommended.
Level 0.5: Early Intervention-Tobacco
Primary care physicians are trained to screen patients for tobacco use. In theory, this is a great opportunity for detection of tobacco use, because most smokers see their primary care physicians once per year, and for some patients with a low level of tobacco dependence, primary care counseling alone may be a sufficient treatment to aid their cessation attempt.
The standard method developed for primary care intervention is called the 5As. The components of the 5As are to: Ask a patient if they are smoking; Advise them to quit, perform an Assessment of tobacco use and their desire to quit; Assist them with a quit plan and Arrange follow-up visits. Brief advice to quit can increase quitting by 1% to 3%, making it more effective than self-help (Stead et al., 2013a) . Although an intervention like the 5As takes less than 10 minutes, in actual practice, it is often shortened or skipped altogether (Stead et al., 2013a) . Studies indicate high rates of physicians asking about tobacco (>80%), but much lower rates of all other interventions (<25%; Tong et al., 2010) . Other healthcare workers have also adopted screening processes like the 5As, although studies indicate these are completed at even lower than physician rates (Tong et al., 2010) . There is also evidence that tobacco screening occurs at reduced rates among racial and ethnic minority groups and the uninsured (Jamal et al., 2012) . The more recent version is called 2As and an R, where the physician Asks, Advises, and then Refers the patient for tobacco dependence treatment, typically a telephone counseling service (Manfredi and Lehew, 2008) .
To incentivize physicians to provide screening, brief intervention and referral, the Center for Medicare and Medicaid Services (CMS) developed Current Procedural Terminology (CPT) codes for reimbursement for tobacco use disorder. CPT code 99406 is for a service intervention between 3 and 10 minutes, and CPT code 99407 is for any time greater than 10 minutes (Centers for Medicare, 2015) . Current Medicare reimbursement rates for physicians and other recognized providers are $12.19 (for 99406) and $23.99 (for 99407). Qualifying Medicare patients are individuals who use tobacco and have a tobacco-related disease or symptom. Services are provided at a maximum of 2 attempts per year (4 sessions per attempt), and patients may be responsible for both co-insurance and any unmet deductible. In contrast, SUDs other than tobacco, have billing codes to reimburse providers for longer periods of screening and higher rates of reimbursement (GO396, 15-30 minutes, $29.42) and (GO397, greater than 30 minutes, $57.69). These codes also do not require that the person be experiencing illness or symptoms from the substance use to receive care. Level 1.0: Outpatient Treatment Level 1.0 treatment is typically 1 or 2 hours a week, and is for patients with SUD that are low-risk in most or all ASAM dimensions. The patient is stable, willing to cooperate in treatment, and has a supportive living environment. Level 1.0 is often run by addiction treatment professionals and may be used as a transition step from one treatment level to another, such as after discharge. These treatments include group therapy, individual counseling, and outpatient programs. Level 1.0: Outpatient Treatment-Tobacco Level 1.0 services are typically traditional outpatient smoking cessation services. Smoking cessation counseling is an evidence-based treatment that is more effective than selfhelp or brief intervention (Fiore et al., 2008) . These sessions can be performed with any healthcare provider knowledgeable of tobacco treatment and can be delivered in group, individual (face-to-face), or telephone counseling sessions. Because intensive interventions are associated with greater smoking cessation rates than less intensive interventions, recommendations are to use them whenever possible (Fiore et al., 2008) .
Individual Counseling
Individual counseling can be done by any healthcare provider with counseling skills, but is increasingly done by tobacco treatment specialists (TTS) who receive specialty training (Hughes, 2007) . Cessation success is correlated with number of counseling sessions attended (Fiore et al., 2008) , although the average total duration of group or individual tobacco counseling is rarely more than 15 hours (Mottillo et al., 2009) .
Reimbursement is currently limited to the same codes previously described above (CPT code 99406 for 3-10 minutes and CPT code 99407 for >10 minutes with same reimbursement rates, limitation, and need for medical necessity as above). A medical provider is also able to reimburse for tobacco counseling using other CPT codes that are based on the time length of service; however, an important distinction is tobacco can never be listed as the primary diagnosis. For example, the provider can bill for asthma with tobacco as a secondary diagnosis, but this limits counseling by having it linked only to medical diagnoses. Reimbursement for individual counseling through private insurance has improved with the Affordable Care Act by mandating tobacco services; however, in practicality, these are also limited because they are defined and coded in this same way as CMS. The Affordable Care Act requires health insurance plans to cover tobacco cessation services, without cost-sharing, using a similar treatment algorithm to Medicare (2 attempts per year, 4 sessions per attempt of 10 minutes or more). Treatments of more than 8 outpatient sessions per year are not covered. Psychotherapy visits are not reimbursable by most insurance for the problem of tobacco use disorder, although they are reimbursed for other SUDs.
Group Counseling
Group counseling for tobacco is typically a 6 to 8-week program, where members set a quit date on the second week and offer mutual support through the quitting process. Members are often encouraged, but are not required to use pharmacological treatments for tobacco.
Some groups may be provided for free or at a low cost to participants for smoking cessation through nonprofit organizations or in clinical and hospital settings, although access to these groups is often limited (Ku et al., 2016) . Some studies find that group counseling is more effective than individual counseling (Dobbie et al., 2015) . Group psychotherapy is not reimbursable by most insurance for the problem of tobacco use disorder, although it is reimbursed for other SUDs.
Proactive Telephone Counseling
Telephone-based cessation services were developed in the early 1980s by the National Cancer Institute and have been shown to be an effective treatment for smoking cessation (Centers for Disease Control and Prevention, 2004; Stead et al., 2013b) . Called ''quitlines,'' these services offer advantages in that they are widely accessible, relatively inexpensive, and easy to use. Systems have been developed to help physicians refer patients to a quitline, so that a patient does not even have to make the first phone call. Proactive telephone counseling enhances the patient's ability to quit, and in general, more sessions are associated with greater success. Although services can range from 1 to 12 calls, most receive an average of 3 calls or fewer (Stead et al., 2013b; Mushtaq et al., 2015) .
Every state has telephone counseling services and there is also a National Quitline funded by the National Cancer Institute. State quitlines are funded by a combination of state and federal funds, and most offer free or low-cost services. Quitlines are estimated to reach about 1% of smokers in the United States, or about 400,000 annually (Lichtenstein et al., 2010) at a mean cost of $1.69 per smoker (North American Quitline and Consortium, 2015).
Pharmacological Interventions
In addition to psychosocial treatments, there are also pharmacological treatments that can be prescribed at a level 1.0 intensity of care or above. Adding medications to counseling increases the success rate in quitting compared with either treatment alone. Currently, nicotine patches, gum, and lozenges do not require a prescription. However, nicotine nasal spray, nicotine inhaler, bupropion, and varenicline are also all US Food and Drug Administration (FDA)-approved for smoking cessation and require a prescription from a healthcare professional. All 7 US FDA -approved medications are proven to be effective in helping a patient to manage withdrawal symptoms and at least double the chances the person will be successful in quitting compared with not using medication (Fiore et al., 2008; Stead et al., 2012) . However, healthcare professionals can be especially helpful in assisting and educating patients to use these medications correctly, and can also prescribe combinations of medications to help patients quit. Among tobacco users, only 7.6% receive a prescription for a tobacco-cessation medication during a healthcare visit (Jamal et al., 2012) ; rates are even lower for Medicare recipients. Medical management of a quit attempt by a prescriber provides additional counseling time, although medications are generally more effective if given in combination with several sessions of tobacco counseling (Fiore et al., 2008) . Although tobacco medications may be available through private or public insurance, there are often restrictions on the use including coverage limits (eg, 12-24 weeks only).
Level 2.0: Intensive Outpatient Treatment
Level 2.0 treatments are considered intensive outpatient services, with more treatment time to develop skills, get support, and have greater access to services while still living in the home environment and/or continuing a work or school schedule. They often include access to a physician and are equipped to handle co-occurring psychiatric illnesses, and/or provide pharmacologic treatments when needed. The main goal of these programs is to assist patients who have ongoing problems achieving abstinence, complicated biomedical and behavioral conditions, or limited support in the community. The available treatment types within level 2.0 care are divided into 2 different classifications: intensive outpatient treatment (level 2.1) and partial hospitalization programs (level 2.5). Intensive outpatient treatment programs typically provide 9 or more hours of structured clinical treatment weekly. Partial hospitalization programs provide 20 hours or more of treatment each week.
Level 2.0: Outpatient Treatment-Tobacco
To the best of our knowledge, these clinical services do not exist for tobacco. They are also not reimbursable by any private or public insurance for the diagnosis of tobacco use disorder, although smoking cessation interventions that are delivered in multiple formats (ie, by different members of a larger treatment team) are known to increase abstinence rates and are recommended (Fiore et al., 2008) . Table 1 demonstrates an individual (Jack) who meets ASAM criteria for level 2.0, intensive outpatient treatment for TUD.
Case 1
Jack is a 37-year-old male who smokes 18 cigarettes per day. He has tried to quit 4 or 5 times in the past, but never for longer than 2 days. His last quit attempt was 3 years ago. At that time, he wore a 21 mg nicotine patch, but still experienced some difficulty with tobacco withdrawal symptoms including dysphoric mood, irritability, insomnia, and trouble concentrating, which made it difficult for him to work. He works as a truck driver and is alone for long periods of time. There are no restrictions on smoking at work (in his truck or in the trucking company) and his wife also smokes. Jack used to abuse alcohol, but stopped drinking about 10 years ago after having a single bleeding ulcer. He describes being told he had ''attention deficit disorder'' as a child, but does not take any medications for this. He is in fair physical health, but reports having frequent respiratory infections and a chronic cough. He has 2 or 3 close friends who also smoke, and he reports that smoking is frequent at truck stops, in the warehouse, and in other places where he spends most of his time. He wishes he did not have to stop smoking and cannot imagine life without smoking, but is seeking help at the request of his daughter who is 6 months pregnant and wants him to quit. As Table 1 illustrates, Jack is very unlikely to be able to quit on his own and will likely experience worsening health conditions that will disable him or cause him to lose his life. Although he has some reasons to quit, he is not in a work or social environment which facilitates the quitting process and would benefit from the additional support provided through intensive counseling and tobacco treatment medication. His severity on dimensions 4, 5, and 6 warrants at least a moderate level of treatment, like an intensive outpatient program.
Level 3.0: Inpatient/Residential Treatment
Level 3.0 intensity care is provided in a 24-hour a day residential or inpatient setting for patients who have moderate-to-severe risk potential in the ASAM dimensions. The patients in this level of care usually have unsupportive or unsafe home environments and can receive medical interventions and many hours of individual counseling, and group therapies in a controlled environment. This level of care is broken up into 4 subcategories (levels 3.1, 3.3, 3.5, and 3.7), ranging from lower-intensity residential to medically managed inpatient treatment facilities.
Level 3.0: Inpatient/Residential treatment-Tobacco
The Mayo Clinic has one of the only inpatient treatment programs currently available in the United States (Hays et al., 2011) . The Mayo program is an 8-day residential program that provides both pharmacotherapy and intensive counseling in a supported tobacco-free setting. About 6 hours of didactic sessions and counseling are provided daily by tobacco treatment specialists and other staff. Each person receives a detailed treatment and relapse prevention plan and telephone follow-ups are done after discharge.
This treatment service is considered to be an ASAM 3.7 level of treatment (Mee- Lee et al., 2013) . Patient outcome data indicate high success in 6-month quit rates. When compared with groups of smokers who receive outpatient tobacco treatment at Mayo, the odds ratio (OR) for smoking abstinence at 6 months was about 3 for the residential groups, although they had even higher levels of dependence than the outpatients (Hays et al., 2001 (Hays et al., , 2011 . Average cost for the residential program is $5000, and many participants pay out of pocket since most insurance plans do not cover it. Despite its success, this approach has limited capacity, treating only a few hundred smokers between and 2007 (Hays et al., 2011 . Table 2 demonstrates an individual (Phyllis) who meets ASAM criteria for level 3.0, residential treatment for TUD.
Case 2
Phyllis is a 40-year-old female with severe congestive heart failure who is on a waiting list for cardiac transplant. She has a history of cardiac arrest and takes 10 different cardiac medications including 2 diuretics. She is tired most of the time with shortness of breath on exertion and has limited mobility. She has tried to quit many times, but is unable to abstain for more than 1 day; she reduced her smoking recently from 20 to 15 cigarettes per day, but complains of severe withdrawal including irritability, sad mood with crying spells, inability to sleep, restlessness and anxiety, and inability to concentrate. She has 2 children, aged 10 and 12, and appears mildly depressed and older than her stated age. She is desperate to quit smoking because her doctors are considering disqualifying her for transplant surgery. She has tried calling the quitline and taking medications including varenicline to quit smoking, but has not been able to succeed in the past year.
As Table 2 illustrates, helping Phyllis stop smoking will save or at least extend her life and is an urgent need. Her potential for relapse is quite high and she experiences moderate nicotine withdrawal symptoms that sabotage her quitting efforts. Her severity on dimensions 2 and 5 warrant an intensive level of treatment, like a residential program could provide.
Level 4.0: Intensive Inpatient Treatment
Level 4.0 care is the most intense type of care that can be offered to patients. The typical patient at this level has severe risk in most, if not all, of the ASAM dimensions. This level of treatment has inpatient beds and has 24-hour schedule generally in a hospital. These clinical services do not exist with the possible exception of a research trial, and this may be less applicable to tobacco use disorder because it typically does not present with a behavioral crisis.
DISCUSSION
The vast majority of US treatment options for tobacco operate at an extremely low intensity of care (ASAM treatment level of 0.0-1.0), with the exception of 1 or 2 residential treatment facilities. The bulk of treatment services currently available include brief advice and telephone counseling. This means that there is a huge gap in available services with no services at all in the range between 2.0 and 3.5. This paradigm is similar to the availability of SUD services in the United States in the 1930s, before the development of modern treatment. A guiding principle of addictions treatment is matching individuals to the appropriate level of care to ensure the best possible outcome. For tobacco use disorder, patients are given few options, and many are left on their own during quit attempts. This is not only unfortunate but poor medical practice given the costs of tobacco addiction to the individual and nation and the cost-effectiveness of treatment. This is particularly relevant given recent evidence that the cessation rate has not increased in the United States over the past 20 years at the population level (Zhu et al., 2012) . Possible explanations include that an insufficient number of smokers use treatment or that the effectiveness of treatment is too low. New models for intensive outpatient and residential treatment need to be developed and studied.
Treatment providers for other drugs of abuse determine the optimal intensity of treatment by examining several pertinent treatment factors via ASAM criteria and provide more intensive treatments to patients with more severe dependence and/or with more complicated biopsychosocial needs. Providing an appropriately intensive treatment to patients with more complicated or severe SUDs results in better treatment outcomes and there is little reason to believe the same would not be true for tobacco use. As high-risk smokers make up a higher proportion of remaining smokers (Centers for Disease Control and Prevention, 2013; Jamal et al., 2015) , a large proportion of smokers are likely to have characteristics that ASAM suggests require more intensive treatments than those they currently receive.
The lack of reimbursement for even basic services like tobacco group therapy clearly limits the development of innovative services. Tobacco use disorder meets billing criteria for medical necessity, based on the enormity of death and disease it causes. Reimbursable services should be available, without the co-existing presence of medical illness. Additionally, although smokers with behavioral health conditions are increasingly a growing group of remaining US tobacco users, the behavioral health billing codes typically exclude tobacco as a billable diagnosis, reducing the potential treatment efforts of this large workforce. Tobacco use disorder is probably the only diagnosis (and the only SUD) in the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition that is exempted from behavioral health billing codes.
In contrast to tobacco, available treatments for other SUDs are much more varied. Approximately 11% of those in need receive specialty SUD treatment; 12% of these were treated in intensive outpatient programs (IOP). In contrast, telephone quitlines, which provide the bulk of cessation services in the United States, are estimated to reach only 1% of the current 51 million smokers, with few other options available. As the demographic of tobacco users shifts towards more low-income smokers and/or more complex smokers with behavioral health comorbidity, a range of treatment options will be needed. Smokers with complex psychosocial needs and fewer community supports qualify for higher intensity of care based on ASAM scoring algorithms; yet sadly these services do not exist.
Since 1999, the National Health Service (NHS) in the United Kingdom has provided free treatment for smokers. The NHS includes a network of primary care and specialty providers, and clinics that reach 5% to 10% of their smoking population. The majority (79%) of clients receive one-to-one behavioral support, although group counseling is also available. Evaluation revealed that clients who saw specialist tobacco practitioners had higher quit rates than those who saw general practitioners, supporting the role for specialist services. In the NHS, smoking cessation medications are easy to acquire and are often free (Dobbie et al., 2015) .
There is evidence that higher intensity tobacco treatments and those provided by specialists are more effective for smoking cessation; yet in the United States, they are not available outside of academic centers and are the exceptions rather than the rule. The lack of reimbursement prevents the expansion of these services, and many that currently exist are grant funded or subsidized by a health system rather than fee for service. Even basic services like longer outpatient counseling sessions (more than 4 sessions) and group treatment are often not covered by private or public health insurances.
Tying reimbursement of tobacco treatment to a medical illness is also a problem. The United Kingdom recently changed policy to remove illness requirement for tobacco billing; this policy change resulted in increased physician recording of advice and referring patients for behavioral support to stop smoking (Szatkowski and Aveyard, 2016) . Medical necessity is a concept used by third-party payers and managed care organizations. Treatment for other SUDs warrant medical necessity based on the severity of the 6 criteria in the multidimensional assessment, and not based on the presence of medical illness alone.
Expanding care, especially in an ASAM level 2.0 intensity of treatment, could be a promising way to help smokers quit. Intensive outpatient treatment programs could help individuals to cope with challenging environments or other complex behavioral conditions that might undermine cessation success. These treatment programs would provide individuals with continual support, and could include a combination of group sessions, individualized care, and meetings with a physician. IOPs are an important part of the continuum of care for SUDs that are shown to be as effective as inpatient treatment (McCarty et al., 2014) . Priority should be given to research that examines the efficacy and feasibility of more intensive tobacco treatment approaches. Finally, the Mayo Clinic's intensive residential treatment program has been proven to be an effective model for treating severe tobacco addiction. It would also be reasonable to increase access to residential services for, at the very least, pregnant smokers or those with severe, life-threatening conditions.
